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Can a Small Town Practitioner Practice 
Profitably for Children?* 


By Stanley C. Brown, D.DS., Ithaca, Michigan 


After scouring the country in search for a definition of a “small town 
practitioner,” I give you this one. “A small town practitioner is one who has 
mastered the science of dentistry and has all the answers.” I hasten to assure 
you that by this definition I do not qualify, yet I do practice dentistry for 
children in a small town. It might be well if we could impress upon the 
minds of all dentists and the public, that the science of and need for dentistry 
for children is the same for rural or urban communities. Possibly in the 
method of distribution we find a difference, yet this is true only because of 
the human factor and community peculiarities. 

From Montana comes this observation of a small town. “The small town 
has most of the faults of the city without most of the city’s compensating 
virtues. Small town narrowness is more narrow; its hatred more hateful; its 
factions more paralyzing. It may not have the money to do things in a big 
way but it can do big things in a small way.” 

I like this observation of a small town because it seems so fair and honest, 
suggesting a great opportunity to any dentist who wishes to put into practice 
and observe the results of dentistry for children. The small town makes one 
more tolerant, more careful in adopting new or improved technics because 
errors of judgment can and do cover the small town in short order. 

For this reason, if for no other, the dentist should adopt a sane, sensible 
and profitable program of dentistry for children. To think that adequate 
dentistry for children cannot be practiced in a small town is to admit that 
there is no profitable dental practice in the community. 

Any community that will support a dental practice can and will support 
all phases of dentistry if the dentist will adapt himself and influence favorably 
those in need of the services. 

In order, I shall discuss: (1) Dentist and Assistant, (2) Parent-Office 
Relationship, (3) Child Management, and last, but not least, (4) Fees or 
Economics. 

Dentist and Assistant 

It is my conviction that any dentist can provide adequate dentistry for 
children at a profit fee if he will apply himself. Too many dentists assume the 
“defeatist” attitude before they even try. It seems quite logical for the dentist 
to have some desire or reason for dentistry for children either economical, 
community responsibility, or both. Surely the dentist in a small town does 
have a community responsibility, the responsibility of a family dentist who 
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should provide adequate dentistry for all age groups from preschool through 
adult life. 

The dentist might take stock of his qualifications and then equip himself 
with a background capable of development to the point that he may provide 
a children’s service worthy of his responsibility. This background might 
mean graduate or post-graduate study to learn the similarity between adult 
and juvenile technical procedures. It may mean the developing of influencing 
devices to compensate for lack of natural ability to favorably influence chil- 
dren. Some of us may not be gifted with “the golden voice” but all of us can 
acquire an individual approach sufficient to practice adequate dentistry for 
children. One does not have to be a child specialist but he can become the 
child’s special dentist. 

Permit me to become personal for just a moment. After a rather severe 
self analysis I found myself totally unsuited to the practice of dentistry for 
children, yet because of economic reasons I was compelled to serve this field 
of dentistry if I wished to continue in my present community. My academic 
training of twenty-two years ago did not include this field of science so I even 
lacked technical knowledge. 

Returning to school for post-graduate study, I acquired a basic back- 
ground of technical knowledge which enabled me to acquire confidence in 
my technical ability to do dentistry for children. From here on it was a 
matter of adapting the influence of leaders in the field to fit my personality, 
practice and community. This adaptation is all that any dentist needs. Even 
the so-called self-made dentist, if successful, is but the composite of many 
influences. 

The type of assistant varies with the kind of practice one has and the type 
of dentist. If one lacks natural fundamentals to favorably influence children, 
then he should acquire an assistant who has those qualifications. The assist- 
ant can solve ninety per cent of the so-called child management problem. In 
the small town she is well known by all of one’s patients and can be an asset or 
liability with children. If you are the type of dentist who attracts children 
because of your natural love for them then the assistant should be the business 
type so you will not let your love for children run away with good judgment. 
On the other hand, if you have no deep natural love for children and consider 
them simply as patients to whom you have a professional responsibility, then 
it is well to have an assistant who can naturally mother them. In our office 
we encourage the child to like the office, love the assistant and tolerate the 
dentist. 

A good example of this philosophy at work was called to my attention by 
one of our nine-year-old youngsters. Jerry came to the office for one of his 
regular four month prophylactice recalls. He was greeted and made com- 
fortable in the chair by a strange assistant. When I approached with the usual 
“Good Morning, Jerry,” he replied, “Where is Miss Vernon?” (the regular 
assistant ). “On a few days vacation, Jerry,” was my reply. Jerry very definitely 
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removed himself from the operatory with the remark, “I'll come back when 
Miss Vernon is here.” Jerry did come back and was the usual good patient. 
Parent - Office Relationship 

For years children have been going -to the dentist with toothaches, but 
dentistry for children is designed to minimize the probability of this un- 
pleasant experience. Some dentists and more parents are unaware of today’s 
dental possibilities. Abscessed teeth for drainage canals and roots for space 
maintainers no longer constitute the basic requirements for normal develop- 
ment and growth. To be sure, this type of dental service was expensive even 
at the “no charge, thank you, Doctor” fee. Today’s dental service for children 
is a well developed branch of dentistry, demanding study, thought, time, and 
a profitable fee. Take time to enlighten the parent on what dentistry may 
accomplish for the child. 

The viewpoint of parent and the dentist is usually miles apart. It seems 
essential to gain the confidence of the parent if one is to raise the understand- 
ing of the parent to that of the dentist. Having gained the parent's confidence 
one should attempt to favorably influence by presenting the value of dentistry 
for children to the child’s normal development and growth. In the general 
practice I feel that the opportune time to begin this parent-office under- 
standing is by pre-natal education. 

Even though the dentist may not subscribe to the theory of prenatal 
influence in the development of the embryonic teeth, at least the expectant 
mother seems more receptive to suggestions as to how best she can raise the 
prospective offspring than after the youngster is born and does not measure 
up to “presidential” timber. 

I think that it is advantageous to advise the parent relative to your 
methods of influencing the child. Parents may admit their inability to obtain 
the child’s co-operation at home and may even suggest that you spank the 
child if necessary. Hasten to assure the parent that you have no such inten- 
tions. Parents do not want others to spank their child no matter how badly 
he needs it. Psychologists teach that spanking is an admission of “lost control 
of the situation” but admit that from a practical viewpoint a good old fash- 
ioned spanking sometimes has merit. Let us leave this discipline to the parent 
and do the spanking only in our own family. 

Impress upon the parent that you are interested in the whole child not 
just his teeth. You want to teach the child a sane and sensible viewpoint of 
dentistry, not one of dread and fear. If the child is below a reasoning age and 
an emergency service is needed, it seems well to inform the parent of the 
child’s possible unfavorable re-action, not due to the physical unpleasantness 
of the service, but rather the child’s natural mental reaction to a new experi- 
ence. Always have a reason for everything that you do for the child and why 
the child reacts as he does. Even though you may be wrong in your deduc- 
tions the parent likes to think that you are competent if she entrusts her child 
to your care. Soon the parent will send the child to you alone, convinced that 
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you know how to handle the situation without resorting to “cave-man tactics.” 
The parent-office relationship should always include some understanding 
of the fee involved and a method of payment. If you have justified the need 
for a dental service, then you have justified the fee for such dental service. It 
is not advisable to quote a fee until you have had an opportunity to work 
with the child at least once, but the parent should be so informed and given 
the reason. Explain to the parent the possibility of devoting some time to 
favorably influencing the child, a service most important to the total fee 
which you will quote after the introductory operatory appointment. The 
parent will either accept your program or put you off with some such remark 
as “I will talk it over with my husband”. 

If the child does not become your patient you have one less responsibility 
and more time for those families who really want your services. It is always 
more pleasant to have a parent-office understanding and not serve the child, 
than to serve the child and have parent-office misunderstanding. 

Child Management 

I wish we could think of a more pleasant phrase than child management. 
The average child resents being managed and most dentists are poor man- 
agers anyway. It seems to me we should think in terms of influencing the 
child rather than management. Few dentists will admit that they lack tech- 
nical knowledge to do dentistry for children, but they readily admit they can 
not manage them, nor can they receive a profit fee. Treat the child behind 
the tooth and child management becomes commousense child understanding. 
If one must use a big word I prefer “personology,” a term used by psycholo- 
gists to include the study of the whole individual. 

The assistant can handle ninety per cent of the personology factor. She 
can make the child feel at home, the most important factor to favorably 
influence the child. The reception room (still a waiting room to many people 
in the small town) should be arranged to interest individuals of all age groups. 
For children we have the playroom, for ladies the ash tray, and at the moment 
we are considering the old fashioned cuspidor for men—the last sign of man’s 
masculine privileges. 

The assistant should have a pretty fair understanding of personality types 
if she is to handle the behavior problem. As she greets the youngster in the 
reception room for the first time, the assistant gains the first knowledge as to 
the best method or methods suitable for making the child feel at home. The 
first visit should be pleasant and I feel this is one time when the dentist in 
general practice has the advantage of the pedodontist. Often the child can be 
introduced to the office on the parent's time, thus saving the parent a fee for 
this service, yet providing the dentist with a chair appointment fee. 

For example, a three year old of average social development is to be 
introduced to the dental experience. It is quite reasonable to expect that a 
child of this age would have a fear of the new experience. So we anticipate 
this possibility by suggesting that the child be brought to the office at the time 
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the parent is to have a prophylaxis. At this visit the assistant acquaints the 
child with the new surroundings which might even include an introduction 
to the operatory and the dentist. Following this procedure usually a definite 
time can be reserved for the child to have his teeth “polished nice and clean”. 

At the appointment for polishing teeth the child and dentist have an 
opportunity to become acquainted. The assistant has prepared the way and 
may even act as the interpreter between child and dentist in the operatory. 
In fact I am not sure but that there are occasions when the dentist-child 
relationship would be more pleasant if the “towel over mouth” trick were 
applied to the dentist, allowing the assistant to provide the necessary verbal 
assurance! 

It seems very important that the child be treated on his own social matur- 
ity level. Below this level the child resents, while above this level you do not 
impress but you may detract. The before reasoning age group (preschool) 
respond well to imagination or imitation suggestions while the reasoning 
age child responds to short, truthful statement of facts. 

Someone has very aptly observed that “children are intelligent people. 
They cry like children when they are hurt but they suffer like adults. They 
know pain when they feel one and some of them bear it bravely. Others need 
a little extra encouragement, a little extra praise and preparation, but all of 
them need to be warned, truthfully informed, as to what will happen to them.” 

Economics or Fees 

I should like to give you my interpretation of dental economics which is 
a composite of the several schools of thought on economics. Dental eco- 
nomics is offering the best possible service of which you are capable at a 
profit fee within the economic possibilities of the majority in the com- 
munity served. How do you establish this profit fee in the small town? 

I quote from Juvenile Dentistry, by Dr. Walter McBride, “Children’s 
dental work, almost of necessity, must be handled on an hourly basis. This 
is true because of the variance in the behavior problem and the vast differ- 
ence in accomplishment per appointment with different children. No one 
will ever derive any great pleasure from children’s work so long as he uses 
the fee per operation plan for the stipulation of fees.” This is one statement 
of fact that I have yet to hear denied, if based upon any substantiating proof. 
If all dental fees were based upon this policy, and the philosophy of eco- 
nomics accepted as just given, a more complete dental health program could 
be enjoyed. 

I appreciate the fact that many dentists in small towns and even in 
urban communities are still presenting dentistry on the fee per operation 
plan, and that these same men may ask, “How can you stay away from this 
same procedure for children’s work?” The answer is largely a matter of 
appreciation and understanding of the question. 

To establish an hourly fee one must first know the hourly costs. Know- 
ing them, any fee above this figure represents a profit. I believe the average 
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dentist in the small town knows too little about his operating costs, possibly 
because he is not faced with high office and home overhead. His transpor- 
tation and social obligation represents a comparative low cost. The only ones 
to harass him for money are the banker ( with whom he plays golf or bridge), 
the landlord (who probably needs dentistry) and the credit managers of 
dental supply houses, who use a form letter that easily can be used for war 
salvage. Yet I insist it is important that every dentist who wishes to place 
dentistry for children on the profit side of the ledger should first know his 
hourly cost. It is possible that dentists in small towns feel that there should 
be but one standard fee and that this standard is often based upon guess 
work. Never guess a fee, as even knowing has its limitations. The parent 
might remark, “Oh, Doctor, isn’t that a bit high?” Your only truthful 
answer to a “guess fee quotation” is, “I don’t know, I guessed. What would 
you guess to be a fair fee?” You might be surprised to find the parent's 
guess quite as accurate as your own. 

Determine the cooperation of the child by actually working for him, 
estimate the amount of service you can accomplish per appointment, total 
the number of necessary appointments, then establish a fee to cover the 
entire services. It is better to overestimate than underestimate, as a return 
of $2.00 to the parent is more conducive to pleasant relationship than even 
the suggestion of a bargain fee. 

Having determined a fee, the parent should then be informed before 
going on with the service program. It is better to justify a fee before than 
to alibi after the service is performed. I learned this lesson early in practice 
when I indignantly told a parent to forget the fee and never come to the 
office again. In relating this experience to a merchant friend, he gave me 
a hearty laugh and remarked, “So she worked you too.” I learned it was a 
habit of this mother to frequently purchase and charge, then return in good 
time with antagonizing complaints designed to disturb the good nature of 
the merchant. Since then we make sure both parent and office understand 
the obligation to avoid possible misunderstanding and unpleasantness. 

If the parent does not wish to proceed with the proposed service, either 
you have failed to create an appreciation of or need for the service, or you 
have not provided a satisfactory economic plan. People in small towns want 
the good things in life the same as city folk. They may not have money to 
enjoy good things in a big way, but they do enjoy good things in a small 
way. Make it possible for them to enjoy the good of dentistry. I think that 
a fee beyond the economic possibility of the parent is just as unfair as a fee 
below the cost of production. 

Present dentistry for children honestly, establish fees based upon cost 
production within the economic range of your community and then dis- 
charge your responsibility up to your commitment. Adapting such a program 
to your personality and community will make dentistry for children a profit- 
able and pleasant practice for patient, parent, and you. 








Are Children Mature Enough at Three Years to 
Have Teeth Filled? 


By Paul Cook, D.D.S., M.P.H., New Orleans, La. 


It is well known by pedodontists that many children of three years need 
to have teeth filled. McBride! and Hogeboom? have made some interesting 
charts of primary tooth eruption and maturation, showing that the primary 
teeth have erupted through the gums between six and thirty months. At 
three years of age, in normal cases, the roots have completely calcified and 
the teeth are in occlusion. A review of the literature concerning three-year- 
old children in the dental office indicates that children of this age are mature 
enough socially to meet this demand. 

Five different levels of social growth from birth to eight or nine years 
of age are outlined by Baldwin and Stecher?: 

First, there exists the period of no attention which lasts from birth to 
six months. 

“The second stage in a child’s social development consists in treating 
others as if they were objects. During this stage the child has no realization 
that other children have the same properties and feelings as himself. This 
stage begins as early as three months and may last as long as five years. The 
peak should come at two and one-half years. 

“The third phase in the evolution of a child’s social response is the phase 
in which he takes adult attitudes toward other children. An adult attitude 
may show a protective form—protecting younger children whether they need 
it or not. This attitude may arrive at two years and may last until six years. 

“The fourth period of growth manifests itself by the child seeking atten- 
tion. Doing things to get attention is a step further toward adult social 
maturity. This period begins at two and one-half years and lasts until five 
Or six years. 

“Fifth, comes a still more socially mature response, that is, doing as others 
do... The peak age for this response is three and one-half to four years, 
but it may begin at three and last until six, seven, eight, or nine years.” 

The dentist is wasting time trying to get cooperation from his young 
patient until the child is capable of giving it. The three-year-old cannot be 
expected to respond like the eight-year-old nor the eight-year-old like the 
thirteen-year-old adult. With this thought in mind, and also remembering 
the evolution of the child’s social response, it seems logical to review the 
experiences and opinions of men experienced in the field of dentistry for 
children. 

To determine the reaction of the dental profession in regard to the age 
and social growth levels which children should have attaned before visiting 
the dental office, a questionnaire was sent by Evans‘ to seventy-six prominent 
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private dental practitioners, public health dentists, and teachers of dentistry 
for children throughout the United States. He asked, “At what age should 
a child first visit a dentist?” There were sixty-six classifiable reports. Sixty- 
one of these men advised that work be done for children before or at three 
years of age. To determine how these problems were met in actual practice, 
another question, “Can you routinely manage children of this age?”, was 
sent to practically the same men. Of fifty classifiable replies, forty-six advised 
the first visit before or at three years of age. Ninety-two per cent of them also 
stated that they could “routinely manage” these young children. Some of the 
men answering the questionnaire volunteered opinions: 


McBeath, who is in charge of a clinic that performs dentistry for children 
at the Columbia medical center says, “We have daily many patients of two 
and one-half and three years of age. They are quite cooperative and are 
regarded by us as very desirable patients.” 

Pelton, of Washington, thinks that most children can be examined and 
treated before they are three years of age. 

Strusser, of New York, favors operative work on preschool children as 
young as one and one-half to two years if the work is done in a clinic that 
devotes its time exclusively to dentistry for children. 

Erwin, of Portland, Oregon, says that he has found many children who 
have lost their first and second primary molars as early as the age of four. 
He is convinced that had the children visited the dentist at the age of two 
years, these teeth would have been saved. 

McCall, of the Guggenheim Clinic, states, “Fifty per cent plus children 
in New York have decay at two years.” 

Brauer, of the University of Iowa, thinks that about fifty per cent of 
two-year-olds have already developed dental caries, and he has many cases 
on record of mass infection and mass decay at three years of age. He further 
states that there are ways and means whereby the child can be treated, 
regardless of age, if the dentist has the correct attitude toward and approach 
to the child management problem. 

Leonard, of the Maryland Health Department, thinks that dental work 
should be done for two-year-old children if it is needed. He says that he can 
manage some with ease, others with difficulty, and still others not at all. He 
thinks that the latter group suffers no irreparable harm, even though no 
actual work is done. 

Morgan, of Milwaukee, has been practicing pedodontics for fourteen 
years. He concludes that children can be managed successfully at any age, 
and suggests two and one-half years as the age to begin dental examinations 
and corrective work. 

It is interesting to note that not one of these men, who are experienced 
in the practice of dentistry for children, advise waiting until after the third 
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year to begin dental corrections. The majority prefer to begin work on 
children at two years of age. Brauer thinks children can be given dental 
treatment regardless of age. He is supported in this opinion by Dr. Katharine 
Greene’ who says that, “Any child who has a cavity should have it filled. . . . 
At any age, a child is old enough to have done to him what he needs.” 


Stoddard and Wellman® think that three-year-old girls are more mature 
than boys of three years. Olson’ thinks that girls are perhaps more stable 
emotionally than boys, and are not so apt to call for mother or father while 
in the dental chair. If these statements are true, they may indicate that girls 
reach the various stages of child social growth earlier than boys. 


The dentist should try to ascertain the level of social growth that the 
child has attained, his favorite kinds of play or other activity, and approach 
him accordingly. Esterback® says that the dentist must remember that the 
attention span of a two-year-old is limited. This statement applies also to 
the interest span. For this reason, work should be divided into short periods. 
Gorseline® thinks that, while a three-year-old has advanced one step higher 
in the state of social growth, he too will have a brief attention and interest 
span. Most children are mature enough at three years of age to begin to 
cooperate intelligently with the dentist if they are properly handled. He gives 
a few suggestions for the dentist to follow: 


“1. Talk leisurely to the child, but work as fast as possible after the 
work actually begins. 

“2. Cultivate a modulated and unemotional friendly manner. 

“3. Don’t deceive the child. 

“4, Develop a positive attitude, decisive but not brisk nor curt. 

“5. Have a clean appearance.” 


Gurley!° attempts to find a common level of thinking for himself and 
his patients, whether the child be two years or ten years of age. 


Olson’ thinks that dentists could place normal children in three cate- 
gories: First, the timid child who seeks escape; second, the bully or aggressive 
child; third, the child who prefers to be treated as an adult. It is interesting 
to note the manner in which some dentists handle these types. 


Morgan!! states that a timid child will often try several defense mecha- 
nisms to overpower the dentist. The most common is crying at the top of 
his voice. Equally perplexing are tantrums in the form of coughing, choking, 
playing sick, attempting to vomit, refusing to get into the chair and throw- 
ing himself on the floor. He thinks that this type might be won over by the 
use of patience, understanding, and judgment on the part of the dentist. 
The mother should be requested to remain in the reception room while the 
child is receiving dental treatment. Morgan thinks that the dentist should 
accomplish some work for this type of child at the initial visit. When the 
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child discovers that the dentist will not be bluffed, he will reluctantly begin 
to cooperate. 

The bully or aggressive type of child has been described by Himler!? as 
one who refuses to open his mouth and puts up a fight. Some dentists use 
the “towel technic” on these patients. There may be an excuse for this technic 
if the child persistently refuses treatment. Himler thinks that a much better 
procedure is the use of the power of suggestion. He says that the dentist 
cannot expect to get the cooperation of most three-year-olds by an appeal 
to their intelligence. The alternative is presented of winning over the child’s 
unstable sympathetic nervous system by suggestion or diversion of thoughts 
around the pain. He defines the sympathetic nervous system responses as 
anger, love, aggression, and fear. The dentist must learn to handle these 
emotions at the first visit, if possible. He should always remember that many 
children who appear impudent and mean may be covering up fear. For this 
reason, the dentist should be careful not to “crack down” on the child’s 
personality because of his failure to cooperate. Himler further suggests that 
the dentist watch the pupils of the child’s eyes. If they become enlarged, then 
the child may be afraid. Then is the time to go slowly, because the child is 
ready for either flight or fight. 

Easlick!> thinks that the child who prefers to be treated as an adult 
responds readily when he is accorded the same respect as an adult. 


According to Morgan!', it is best to arrange all appointments with pre- 
school children during the morning, so as not to interfere with their daily 
routine. The child’s first visit should not be longer than one-half an hour, 
and if possible, the initial visit should be pleasant. Anderson!* thinks that 
“temper tantrums” are more frequent just before noon and evening meals, 
indicating that hunger and fatigue are responsible for a large proportion of 
emotional upsets. 

On the other hand, Strouss!® concludes that temper tantrums, in the 
dental office, result from a fear of the unknown. Temper tantrums, in some 
cases, are extremely difficult to manage. Strouss says, “There are usually two 
approaches: First, be patient; give the child ample time; half the battle will 
be won by patience and quietness on the part of the dentist. Secondly, the 
dentist may be active and initiate a new activity. It may be necessary to 
remove the mother from the operating room. Then give the child the feeling 
that he is being ignored, and that you are not at all impressed. If the dentist 
will then try to talk and play with the child for a short time, the dentist will 
be surprised at the ease with which the child is handled.” 


It has been said, and probably rightfully so, that the two chief reasons 
why children are kept out of the dental offices are the inability of the parents 
to pay, and the child’s dread of pain. The former reason is beyond the control 
of the dentist, but he can do much to alleviate the dread of pain. Pelton'® 
thinks that, “Fortitude, or the ability to cope with and endure pain, can be 
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built up even in an infant. . . . It is the duty of the dentist to be gentle and 
helpful in training the child in fortitude.” 

According to Martin'’, the education of parents and “proper condition- 
ing” of children in their early years will make them more ready and willing 
ta pay regular visits to their dentist during later years. Sebelius'*, who has 
treated the children of many Tennessee mountaineers, adds an interesting 
sidelight. He says that very few preschool children from these large and 
usually poverty-stricken families show any fear on their first visit to the 
dentist. He attributes this lack of fear to the “shift-for-yourself” policy that 
these children, of necessity, learn so early. 

Johnson!® says that there are only two stimuli that produce fear in an 
infant: loud sounds, and sudden removal of support from the body. All 
other fear responses are assumed to be conditioned responses. 

Brooks?° has made a number of observations and experiments that seem 
to warrant the general conclusion that fear responses are evoked in children 
by shock or by sudden strong stimuli that require a sudden and new adjust- 
ment which the child is unable to make. Dental operations are of the strong 
stimulation type. The child is unable to adjust himself to this sudden change 
and shows fear. Many of the fearful children, when presented to the dentist, 
immediately associate him with some terrible experience which has been 
related at home or by an older child. 

Anderson!* concludes that the more a child knows about things, the less 
likely he will be to fear them. If the child can be taught to meet fear with 
some definite action, he doesn’t feel the fear. Also, the association with other 
children who do not have the fear often helps. Jealousy, fear, shame, elation 
and disappointment are all familiar responses in the three-year-old. His 
dentist should try to bring out the desirable traits and suppress the undesir- 
able ones while he is in the dental chair. 

The dentist should offer all the inducements at his command to make his 
office an attractive and interesting place for children. Pelton?! thinks that 
a gift contradicts some of the unpleasant stories that the child has heard about 
the dentist, and helps to make the dental office an interesting place. 

Since about 1900, the dental profession, realizing that toothache has 
many accompanying factors, has shown a gradual trend to do more than 
merely fill the child’s teeth. It must be kept in mind that the child is not only 
often in pain when he comes to the office, but he is mentally somewhat ill 
as well. At best, he is irritable or worried, perhaps touchy or whiney, and 
certainly in no mood to tolerate much opposition to any of his opinions. 
Gorseline? reminds us that each patient should be considered as a different 
problem. Each child is different in his attitudes and a different motivating 
factor may be necessary to secure his cooperation. For example, sympathy 
may be exactly what is needed by one child and exactly what is not needed 
by another, 
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Phillips?? stresses the importance of kindness and diplomacy in the 
handling of all children when he says, “Kindness is essential, but at the 
same time the manner should be firm. With a little diplomacy, quiet sugges- 
tion and persuasion, the child may yield.” 

After a review of the literature written by pedodontists, pediatricians, 
psychiatrists and psychologists, and a discussion of the subject with a number 
of experienced workers with children, it seems reasonable to conclude that 
normal children are mature enough at three years of age to have teeth filled. 
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Should Thumb-Sucking Be Forcibly Prevented? 


By Leon Diskin, D.DS. 
Detroit, Mich. 


Thumb and finger habits have been scientifically studied for many years. 
Early studies have promoted more careful investigation recently to find hid- 
den possibilities of origin, proper treatment, and result. No unanimity of 
opinion exists among orthodontists in regard to the importance of the forc- 
ible prevention of thumb and finger-sucking. 

What do we mean by the use of force in the prevention of thumb- 
sucking? We mean the prevention of thumb-sucking by mechanical inter- 
ference, whether it be an elbow splint, a fingerless mitt, or an appliance 
placed in the mouth. Anything that makes it uncomfortable or impossible 
for the child to suck his thumb is considered forcible prevention. 

At the meeting of the American Dental Association in St. Louis in 1938, 
Johnson presented a very comprehensive paper on the status of thumb and 
finger-sucking. He considered the reports of other investigators on the dental 
effects of the habit and presented his own study of 989 cases of malocclusion 
to show the percentage of thumb and finger-suckers among them. He studied 
these cases from various standpoints and concluded that thumb and finger- 
sucking may be an etiologic factor in malocclusion. From the standpoint of 
causes and cures he stated that prevention in infancy is advisable'. In the 
September 1937 Journal of the American Dental Association and in the 
October 1938 American Journal of Orthodontics, Johnson has contributed 
other papers on the control of habits which have to do with malocclusion. 
He summarized the treatment of habits in general as an individual problem 
and stated, “To adequately carry on the work of prevention, the dentist 
should be prepared to control the definite factors in the development of a 
normal occlusion. To do so requires observation and guidance of the child 
from birth.” 3 

Swineheart is another investigator whose extensive work has been very 
informative. He described very clearly the effects of the different types of 
thumb and finger-sucking habits on the jaws and also their association with 
secondary habits of the tongue, lips and cheeks.* 

Lewis’ work on the subject is well known and his findings are quoted 
frequently in the literature. His decision that the discontinuance of thumb- 
sucking after the fifth year of life leaves little likelihood of a permanent 
malocclusion, is pointed out with elation by those psychiatrists who advise 
against an interference with the habit. Dr. Lewis’ later work on habits has 
not as yet been published.> 

The conclusions of these men and many others agree that thumb-sucking 
may be a cause of malocclusion, the most common form of which is a neutro- 
clusion with protrusion of the upper incisors. The longer the habit is con- 
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tinued, the more fixed becomes the deformity. Thumb-sucking may give rise 
to secondary habits which in turn may cause further deformities of the jaws. 
For example, the creation of a space between the upper and lower incisors 
may influence the development of a bad lip habit or a tongue habit which 
results in an open bite. Cheek-sucking when persistent, usually results in 
constriction of the dental arches. 

These men do not infer that thumb-sucking is one of the greatest causes 
of malocclusion. Dr. Johnson found that only 17/2 % of his 989 cases of 
malocclusion were thumb or finger-suckers.'! Of this 172%, many would 
probably have had a malocclusion if they had not sucked their thumbs espe- 
cially in view of the fact that the group of thumb-suckers included two cases 
of mesio-occlusion. However, most workers agree that the habit is a cause 
of orthondontic deformity. 

Beside its contribution to malocclusion, thumb and finger-sucking may 
also result in harm of a less physiological nature. To quote from Levy, “The 
absorption in the act is sufficiently great (at times) to prevent normal 
interest in other activities, in some cases even in ordinary learning.” Some 
writers on this subject have implied that thumbsucking may warp the per- 
sonality and encourage infantilism if it is continued too long. Fishbein, in 
the July 1939 issue of Hygeia, presented a paper “What To Do About 
Thumb-sucking.” He stated, “Its persistance indicates that the child is not 
outgrowing babyhood.”’ 

It is interesting to find that writers do not agree as to the etiology of the 
habit. Some hold to the Freudian theory and to the belief that thumb-sucking 
is a sexual manifesation. The Freudian supporters explain that the body has 
erogenic zones which represent areas of tension and that these are relieved 
by pleasurable sensation. The mouth is held to be one of these zones. 

Levy recorded experiments to prove that thumb-sucking is due to insuf- 
ficient sucking during feeding. He described experiments with chicks to 
show that those not allowed to peck on the ground, pecked feathers off their 
bodies.® 

Allergists say that thumb-sucking many times arises from difficulty in 
breathing. Children with a nasal obstruction or nasal allergy are thought to 
get a little relief through pressure on the anterior portion of the palate. 

Johnson, in an explanation of the ease with which thumb-sucking is 
started, said, “Since sucking movements are so frequent in early behavior and 
are associated with food-getting and with the preceding hunger reactions, 
the habit may easily be formed if periods of hunger are prolonged.”® 

Most psychiatrists are impatient with dentists who attempt to make a 
disease entity of the thumb-sucking. They hold that this habit is merely one 
symptom of a disturbed psychic balance. To treat the symptom alone is not 
proper practice, for the underlying condition may be diverted into another 
channel and may manifest itself in some other manner perhaps more harmful 
than thumb-sucking. Part of their plan for treatment is to secure a history 
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of the child and of the child’s family from a social standpoint. Their study 
of the child also includes his physical condition. Some physical handicap 
may be the reason behind his mental state. In most cases of behavior prob- 
lems, their researches have disclosed maladjustments in the family, either 
between parents and children, among the children, or between one parent 
and the other. 

Dr. Maud E. Watson's book, “Children and Their Parents,” is informa- 
tive.? She expresses the hope that thumb-sucking will cease when the child’s 
emotional difficulties are strainghtened out. When the habit had become so 
entrenched in a child that the removal of that cause does not make him stop, 
she feels that it would then be proper to do something further to break the 
habit. The suggestion is offered that the child be kept busy with diversions 
that will help guide his reaction away from the habit. 

Some psychiatrists advise the use of toys of a rhythniic nature to satisfy 
the desire of the child for the rhythmic sensation, which he gets from suck- 
ing. However, they look with horror upon any attempt to forcibly stop the 
habit. “The use of repressive means, such as mitts, splints, bandages and 
other devices for the prevention of thumb-sucking, take no account of the 
fundamental meaning of the act in the child’s life.”!° From another source 
one may quote, “Mild preventive measures, such as taking the child’s thumb 
from his mouth, may be effective but the more rigorous forms of restraint, 
such as splints, aluminum mitts, etc., are more than questionable. They deal 
with the superficial manifestations, not with the underlying causes of the 
habit, they take no account of the mechanisms of habit formation or refor- 
mation, they produce feelings of shame and rebellion in the child, and in 
many cases if they modify behavior it is by displacing the habit only to have 
it appear in some other undesirable form.”!! 

Dr. John B. Watson advises the cure of thumb-sucking during the first 
few days of infancy. He says to watch the baby carefully, keeping the hands 
away from the mouth. If the habit persists, and the diet is correct, he advises 
more drastic action, such as sewing loose mitts with no finger or thumb 
divisions to the sleeves of the infant's clothing, to be left on day and night 
for two weeks or more. His reason for not using splints or aluminum mitts 
is not because of fear of upsetting the child’s psychic balance, but for fear 
of physical harm which the infant may inflict upon himself. He has tried 
taping the finger, coating it with bitter aloes, and even punishment, and does 
not advise the use of any of these because of their ineffectiveness.!? 

Thom wrote a very reasonable chapter on thumb-sucking and nail-biting 
in his bulletin, “Everyday Problems of the Everyday Child.” He does not 
agree with the Freudian theory of the sexual nature of thumb-sucking. He 
is of the belief that a persistent habit in older children is a symptom of 
immaturity which may be either intellectual or emotional. For treatment, he 
suggests restraint, but with the child’s consent and cooperation. The wish to 
overcome the habit should first be created in the child. However, he advises 








Journal of Dentistry for Children 113 


against restraint in neurotic children, or children whose mental state needs 
adjustment, as restraint would produce physical resistance and the mental 
rebellion on the part of the child would increase his general nervous insta- 
bility. 

Considerable literature on the subject of sucking habits, covering both 
the psychiatrists’ and dentists’ points of view, is available. One may conclude 
that in infancy the habit is due principally to instinct. Provided that his 
sucking needs are taken care of in feeding, there is no great tie-up between 
finger-sucking and the child’s psychic balance. In such an infant, certainly, 
there can be no harm in forcible prevention. As the child gets older and the 
habit becomes entrenched as a source of comfort and security it becomes so 
deeply imbedded in his personality that when he wants to stop it, even, he 
cannot. Granted that at this time it may be merely a symptom of mental 
conflict, repression, or frustration, there is very little evidence that the mental 
hygiene approach always cures the habit automatically. In view of the fact 
that psychiatrists disagree among themselves as to whether mental or psychic 
harm results from forcible prevention, and since some infer that the con- 
tinued practice of the habit may result in mental harm, it seems justifiable 
to aid the child to break the habit by whatever means the dentist has available. 
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A Study of the Time Necessary to Complete 
334 Cases 


AT A PUBLIC HEALTH SCHOOL DENTAL CLINIC 


Edwin Boonstra, D.DS. 
Detroit, Mich. 


In many areas of the United States it has become customary to make an 
appraisal of the need for dental service. Because school groups are perhaps 
easiest to survey, these have been studied most frequently, particularly for 
patients below high school age. Inspections have varied in thoroughness 
from a casual overall glance to meticulous charting of all observable defects. 

In the hurried schoolroom examination, it is difficult to determine the 
limits of a cavity, the extent of the restoration which will be required, or 
whether extraction, root surgery or other services will be needed. True, if 
such findings from various sections of the nation are compared, much worth- 
while information of a sort will be obtained. But, to determine the true total 
of the services required or the full time that will be needed for adequate care, 
a study of completed cases seems more reliable as the basis for determining 
costs. 

A knowledge of costs, either of time or money, is valuable and may be 
even essential to health departments, philanthropic organizations, private 
practitioners and others who are interested in securing or offering a correc- 
tive program. 

It is the purpose of this paper to present a study of a number of com- 
pleted cases and an estimate of the time required to complete the average case. 
The Data for this Study 

A. General Information and Collection of Data 

For the purpose of our study, 334 cases were chosen at random from files 
of clinic records extending over an unbroken period of the past five years. 
The particular clinic referred to is one administered by the Children’s Fund 
of Michigan, and is located in the industrial section of a large city. The 
children coming to this office are from families in the low income group. 
Dentistry is done at no cost to the patient. Services include extractions, silver 
amalgam restorations, silicates, peridontal treatments and prophylaxes. 

Those who need partial dentures, root canal surgery and other services 
not included above, or orthodontics, are referred to private practitioners or 
to clinics especially set up for such patients. There is no minimum age 
restriction, although relatively few patients below school age-are treated. 
The maximum age limit is the 16th birthday. 

The clinic personnel consists of a dentist and a dental assistant, both 
working full time. The office is equipped with two dental units complete 
except for an x-ray machine. 

Local anesthesia is used for all cavity preparations, as well as for extrac- 
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tions. A rubber dam is used before the insertion of silicate fillings. 

The utilization of two chairs makes it possible to shorten the time on 
many operations. Another factor toward reducing operating time is the 
assurance of sufficient appointments to fill solidly the six hours per day 
devoted to operating. 

Emphasis is given to performing the most and the best service possible 
for the largest number of children. Completion of services for a child is 
determined by the desire of patient and parent as well as the “case load” and 
the facilities available at that time for having the child brought in. No 
special emphasis is given to the completion of a specific number of cases. 
An extra effort to produce a large number of completed cases might tend to 
cause selection of only those with few defects. 

Each following record is that of a white child and each child was com- 
pleted within one year of his first visit. None had received previous services 
at our clinic. 

This survey represents 334 cases. 

The children vary in age from 3 to 15 years, inclusive. And the number 
in each age group holds about the same proportion as that in general of 
children presenting at the clinic for treatment, inasmuch as these are 334 
patients selected in consecutive order from those presenting at the clinic in 
the usual manner. 

The time required for individual operations was computed from actual 
studies made during clinic hours. The results were checked against a daily 
record sheet for verification. 

B. Definitions 

A completed case is defined as one with all indicated services completed, 
filings, polished, and mouth and teeth reasonably clean. The fillings are 
restorations either of silicate, or silver amalgam—polished and with a cement 
base. 

Individual operations, or services, are classified as extractions of per- 
manent teeth; extractions of deciduous teeth; prophylaxes; local anesthesias; 
silicate fillings; silver amalgam fillings in decidous or permanent teeth, one 
surface, or three or more surfaces. Peridontal treatments are classified under 
prophylaxis; and, where a sedative material has been used previous to filling, 
it is included as part of the cement base. 

C. A Summary of the Data 

All data on the clinic operative records was so tabulated and so arranged 
that the average number of services per child and the total number for the 
group could be readily ascertained. 

In order to use the amount of spread or deviation from the average, this 
average was determined first. This computation then made it possible to 
give the range within which the true average or the mean of like samples 
will be found; and, also the numerical chances for or against the mean falling 
within the complete range. 
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All services were listed and classified. The number of services per 100 
children were then tabulated for each type of service, such as, extractions— 
permanent teeth, extractions—deciduous teeth, etc. 

The time previously recorded for each service was then used to calculate 
the total time for all services of a specific type and the average time for the 
individual service. From these data was computed the average time required 
for the completion of one case. 

Table I shows the number of services according to kind, required for the 
completion of 334 children. 

Table II shows the total number of services required for the completion 
of 334 children, and the total and the average time (in minutes) per service. 


D. An Analysis of the Data 

An examination of Table I shows that the average rate of extraction 
of permanent teeth was 75.5 per hundred children. Since many children 
required the extraction of two or more permanent teeth, the actual number 
of children needing that kind of service was relatively small, and more evi- 
dent at the upper end of the age range used. Extractions of deciduous teeth 
averaged higher. The prophylaxis average was low probably because patients 
who are interested sufficiently to maintain visits for corrections until these 
are completed are also interested sufficiently to carry out the instructions they 
are given for home care. There are also certain children in every group who 
have a reasonably clean mouth naturally. Each patient averaged three local 
anesthesias. Silicate fillings were used as a rule only for the older children 
and averaged four to six for each patient. 

The average per child was 2.43 extractions and 5.19 fillings. Some 
patients needed only one extraction, while others needed as high as ten or 
twelve fillings. Further, it should be kept in mind that children with incisors 
necessitating root canal surgery or teeth requiring inlays or crowns were not 
included in this group. Inclusion of these would of course have raised the 
average. 

The total number of services per child is shown in Table II. The average 
number of services per child was 10.83, and the deviation 5.75. Two-thirds 
of the children received between 5 and 17 services each, the deviation for 
this group being only .31. Therefore, the chances are two to one that for 
any similar group of children the average of services required will lie between 
10.52 and 11.14—or approximately 11 services per child. 

The average time per service is shown in Table II to be 8 minutes. Mul- 
tiplied by 11, the number of services per child, the average time necessary 
for the completion of one case was 1 hour and 28 minutes. To this actual 
operating time must be added the time required for mouth examination, 
preliminary discussion with the parents and instruction for home care. If 
approximately 15 minutes are allowed for these additional items, approxi- 
mately one hour and forty-five minutes was the average time per child needed 
for completion. 
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Conclusions 

1. The average time per child required to complete all the services in- 
cluded above for children, ranging in age from 3 to 15 years at a public health 
school dental clinic, was one hour and forty-five minutes. 

2. The average number of services per child was 11. Ninety-five out of 
one hundred times with a like group the average services required per child 
would range similarly between 10.21 and 11.45. 

3. The estimated time per service was 8 minutes. The average time for 
an amalgam filling three or more surfaces in a permanent tooth, was 35 min- 
utes; in a deciduous tooth, 25 minutes. The average time for a two surface 
filling in a permanent tooth was 20 minutes; in a deciduous tooth, 15 minutes. 
The time for a one surface amalgam filling, in either a permanent or decidu- 
ous tooth was 10 minutes; and, that for a silicate, 15 minutes. A prophylaxis 
took 20 minutes; the average extraction and local anesthetic two minutes 
each. 

4. Limiting consideration to extractions and fillings alone, the average 
number of services per child was 7.6—of which 5.19 were fillings, and 2.43 
were extractions. 

TABLE I 
The Number of Services Per 100 Children in a Study Given to the 
Dental Completion of 334 Children 


Rate per 
Kind of Service Hundred Children 
Extractions—permanent teeth ....................... 75.4 
Extractions—deciduous teeth ........................ 170.0 
ing ai G eds kk Sai ok Cale a ae Re 18.8 
dhs sp ors cia eg lcTiek c:0o s wale ges eaiay 300.0 
SRE COOT LO TE ETTORE 65.8 
Silver amalgam fillings—permanent and deciduous teeth, 
ILENE OR TES Ne PI LRT 294.3 
Silver amalgam fillings—permanent teeth, two surfaces... . 43.1 
Silver amalgam fillings—permanent teeth, three or more 
EDEL ESL NEE RT 20.9 
Silver amalgam fillings—decidous teeth, two surfaces... .. . 43.1 
Silver amalgam fillings—decidous teeth, three or more 
CN 8c 05.5. eran eae eee eaees 3.8 
TABLE II 


The Total Number of Services Required for the Completion of 334 
Children, the Estimated Total Time and the Average 


Time Per Service 


Total Total Ave> 2 
No.of Timein Time. 
Services Minutes Minutes 


Extractions—permanent teeth ............... 252 504 2 
Extractions—deciduous teeth ................ 568 = 1,136 2 
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Pr eee ee peer er ere 63 2,260 20 
EE CO TOE Ne eee 1,002 2,004 2 
nS EE OT OT OTE LT 220 «3,300 = 15 
Silver amalgam fillings—permanent and 

deciduous teeth, one surface.............. 983 9,830 10 
Silver amalgam fillings—permanent teeth, 

eS SES PRT MET r e ne ee 311 6,220. 20 
Silver amalgam fillings—permanent teeth, 

three or more surfaces................... 70 =©2,450 35 
Silver amalgam fillings—deciduous teeth, 

gta hy Sotiede va wa 8e are 144 2,160 15 
Silver amalgam fillings—deciduous teeth, 

three or more surfaces................... 13 325.25 

Be rca bail wedeaan: Pu aleeaaie in cae 3,626 29,189 8.0 
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A. S. D.C. News and Views 
The President’s Message 


Following the announcement that the meeting of the American Dental 
Association had been cancelled, and that the House of Delegates and Board 
of Trustees would meet in St. Louis to transact the businss of the Association, 
our executive council members were asked if they favored meeting at the 
same time and place. It was the unanimous opinion of the council not to 
meet, but to transact such business as is deemed necessary by mail. 

It was also the unanimous opinion of the council to retain the present 
officers, council members, committee chairmen and members until the next 
regular meeting of the Society or the executive council. All persons con- 
cerned have been notified of the council's decision. 

All the committees have worked diligently throughout the year and the 
results have been most gratifying. Some of the committee reports appear in 
this issue of the Journal. 

The Pedodontic Pamphlet Committee has brought forth some excellent 
material which was assembled at the request of the Public Relations Bureau 
of the American Dental Association. The material is to be printed in pam- 
phlet form and will in all probability be illustrated. 

The American Board of Pedodontics is laying the foundation for its 
future. Kenneth A. Easlick has been appointed to the chairmanship of the 
board following John Brauer’s entry into the service. The Board is now 
working on articles of incorporation, by-laws, and rules governing certifica- 
tion. Once again Dr. Macus L. Ward is coming to our aid and is doing 
yeoman service for the Board. 
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It may be some time before the Society or the Council can convene. Until 
that time, will each of you consider yourself the official ambassador of the 
AS.D.C. in your community, so that when the war is over we can meet 
again and “carry on” from where we left off, without too great a loss of 


members or spirit. 
RALPH L. IRELAND. 


The Secretary’s Message 


With cancellation of the 1942 A.D.A. meeting and subsequently of our 
own A.S.D.C. meeting, your secretary, as one of the officers of the Society, 
has been doing the best he can to carry on his secretarial duties entirely 
through the mails. Ordinarily he would have taken care of many of these 
at the annual business meeting and in Executive Council sessions. Any delay 
in attending to the affairs of the Society having its origin in this office can 
be attributed to the increased tempo and additional demands on professional 
time relating to the War Effort here in Portland. I solicit the patience and 
tolerance of all my fellow officers, Unit officers, and individual members 
with the assurance that no issue will be ignored or delayed any longer than 
possible. 

The past year has been a smoothly operated period of the Society's history 
under the capable leadership of our “Little Giant,” Dr. Ralph L. Ireland. The 
President has successfully kept his Committeemen active, due to the wisdom 
of his selection of Chairmen. Other events and occasions have been handled 
with the expedience typical of Dr. Ireland. Through Executive Council poll 
the present officers are to be retained until such time as a meeting is planned 
and a change of officers effected; so until that time we will continue to be 
blessed with the experienced leadership of Dr. Ireland. 

Among the Society’s successful activities has been the presentation of the 
Certificates of Merit to qualified graduating students in those colleges whose 
officials agreed to such awards. There were twenty-six such certificates pre- 
sented in the same number of colleges. A letter of congratulations was sent 
to each of the recipients, advising them that in addition they would be given 
gratis memberships in the A.S.D.C. and a subscription to the journal for the 
balance of 1942. In every case a reply was received from the recipient 
expressing his appreciation for these honors, presented to each through his 
alma mater. A letter was mailed to all those who participated in the Houston 
Meeting last year, thanking them for their valued cooperation. 

The present world turmoil is of course felt by every agency and society, 
either directly or indirectly, and the A.S.D.C. is no exception. At the present 
time, as Secretary, I have been informed of members who have expressed 
a desire and a need for dropping their A.S.D.C. membership since giving up 
private practice and entering the services of their country. Within the state 
of Oregon I know personally of several who have continued active member- 
ship despite their military enrollment and I am certain there are many in 
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other sections of the United States who have done likewise without inform- 
ing me. 

If YOU are one of our members who has been or is about to be inducted 
into any of our armed forces, will you please advise me as it is important 
that I enter this information in our records. When so informed, the Secre- 
tary is instructed by Executive Council decree to carry these as members in 
good standing for the duration without payment of dues. Unfortunately, 
anyone who does NOT so inform me may be dropped unwittingly, as de- 
linquents are routinely dropped at the termination of a fixed “grace period.” 

The membership total as of September 28th, 1942, is particularly encour- 
aging. We have 534 members which, coincidentally, is the same number as 
October 10, 1941. Maintaining unreduced this large total is a moral victory 
during these times when the membership of many other clubs, organizations 
and societies has already been seriously depleted. 

Losses and gains in membership balance exactly. The largest loss occurred 
in the order listed. Minnesota, 29; Michigan, 19; Massachusetts, 13; Cali- 
fornia, 10; New York, 10; Pennsylvania, 9; and Tennessee, 9. The Texas 
Unit deserves special notice in that their officers and members effected 100% 
renewal. That is a record of which they can well be proud and with which 
the Society can be gratified. During the past year we have chartered one new 
unit, viz. Montana, whose membership is 23. Two former units have become 
inactive, viz. Illinois and Oregon, their minimum having lapsed below 10 
members. 


There follows a list of our membership by states and countries. 


Certtificate 
State Membership New Drops _ Recipient 

NE 2, SoS Jo ren ht oe 1 5 be 
P| 1 Es) oa 
SN og oY 2 ogg XK ers 26 2 10 4 
WOON, ook ods Sees eer Sad! 1 oA 

SEIS ETT 8 4 ee 

District of Columbia......... 9 1 1 

I Se) So ry a ve deeb s 2 1 

EE res ae 5 1 
Ue 84 ila vows 1 1 r 

RS EN oS Sig DEI EG ee 15 1 5 
te eis hast gris = 5 me 1 1 
Se ee 8 1 1 1 
Ee ee eee 2 1 1 1 
GET RE area 1 “a 

NN 55.5 Ds aioe osees naad 5 1 5 
BO. ca tadios ook irws 4 1 4 iz 
0 ES eee eee ee 4 $a $s 1 
Massachuetts ............... 56 14 13 1 
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BN 53604 cewem aren 42 3 19 dei 
BETO TT TERT Te 13 5 29 1 
CN. 5s keke awew ewan es 1 ‘rs if ss 
SS Te ee reer re 30 3 4 
RON a S56 5 Sisaie oo eae 23 20 a is 
re de ka are es 15 1 5 2 
New Hampshire ............ 17 16 ‘5 rz 
a rr 14 1 3 2 
OO ee 64 12 10 1 
North Carolina ............. 4 1 re pe 
| ED A ee ae 16 3 2 2 
CN ieee sch icens 1 7 5 
0 ee ee 9 1 6 i 
Pommepivemia. ...... 2.0.25... 35 3 9 3 
Rhode Island ............... 2 1 1 
Some Eee... . 6 6 cece ens 2 ay 7 
, nn Pe era 36 13 9 
1 ee ee pau y 30 10 3 
EES SAE eee rer ar 2 . 
WMERIMEAB 5. 56k. Srasdlatar alec ohe 3 1 a 
CNS 5') 4 2 add sins Garces o 4 2 
IN ke ea gy Relea 4 i 
WHSCOMSIN: 5. oe ee hes 4 1 
. RAE ate srr 1 Ee 
atk a ba bik ee tao 5 Py 1 2 
Ea eC eee 1 1 
BE 8 2 crn hed ee ont 1 
1S eee Fee 1 
Oe oe oie wee nee 24 
Hospital Libraries ........... 1 
Non-Professional ............ 3 

Total Membership ....... 534 124 87 25 

Respectfully submitted, 


Dr. R. M. ERWIN, JR., 
613 Corbett Bldg., Portland, Ore. 


Report of the Public Relations Committee of the 
American Society of Dentistry for Children 
All members of the committee were requested by the Chairman to pre- 

pare the following material: 


1. A statement on the necessity of dentistry for the preschool child to 
augment or replace the present statement in “The Summer Round-up of the 
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Children—1942” booklet. 

2. A fifteen minute radio talk on the care of children’s teeth. 

3. The committee as a whole to prepare a series of articles on different 
phases of dentistry for children for possible publication in the Journal of the 
American School Health Association, each member to prepare one article on 
an assigned subject. 

4. A 500 word article on the importance of the primary teeth and the 
necessity of preschool dental care to be supplied to the state Parent Teacher 
Association journals. 

5. Report on the cooperation received from (a) practitioners in local 
community in the handling of child patients; (b) the cooperation received 
from the general medical practitioners; and (c) the general degree of 
cooperation existing between practitioners of general medicine and prac- 
titioners of general dentistry in local community. (By aggregating this 
information, our committee will be able to cooperate with the subcommittee 
of the American College of Dentists who are attempting to obtain informa- 
tion on the subject of medical-dental relationships. ) 

All members, we are sorry to report, did not comply, but sufficient mem- 
bers did cooperate to enable the committee to furnish four articles to the 
Parent Teacher Association. In addition, we furnished one article to each 
of the following publications: Diet Digest, Stop and Look, Public Health 
Gazette and the Journal of the American School Health Association. 

Three radio talks on the different phases of dentistry for children were 
likewise prepared by members of our committee. 

Furthermore, our committee was instrumental in helping to arrange the 
annual program of the American School Helath Association in St. Louis next 
October, which program will include a member of our Society. 

At the request of the National Congress of Parents and Teachers, our 
committee is preparing a statement regarding the necessity of caring for the 
teeth of preschool children which will be used to augment a similar statement 
which the P.T.A. now carries in its Summer Round-up Bulletin. 

In addition, we believe that our committee can rightfully claim some 
credit for the preparation of the following material issued by the American 
Dental Association during the past year: First Grade Leaflets (revised), 
Third Grade Leaflets (revised ) , “Happy Days with Jack and Joan” (revised ) 
and the Mouth Hygiene Leaflets, copies of which we are sending you under 
separate cover. 


Respectfully submitted, 
PUBLIC RELATIONS COMMITTEE 
Claude W. Bierman Hugo Kulstad 
P. E. Blackerby Emory Morris 
Elsie Gerlach E. A. Grant 


Lon W. Morrey, Chairman 








July, 1942, Report of the Pedodontic Facts 
Pamphlet Committee, American Society 
of Dentistry for Children 


Any work in health education must be based on, and be in keeping with, 
sound scientific reasoning. Dental Health Education is more than a subject 
to be taught solely by means of a pamphlet of questions and answers such as 
we submit herewith, but we do believe that information such as this can play 
a helpful part in solving the problem. 

The logical starting point for dental health education is not essentially 
in a dental office. It may just as well be in a group of parents with a dentist 
in the capacity of lecturer. Each group must however make a study of itself 
and its respective problems to discover the answer to its questions. 

It is recognized that no answer will suit everyone who reads it, and so 
this committee is necessarily presenting its own choice of answers, believing 
that they are reasonably accurate in the light of present day knowledge. 

There follow the questions and answers chosen by this Committee for 
presentation to the Executive Council of the American Society of Dentistry 
for Children for approval and for subsequent publication in booklet form. 


1. Q. How many teeth does a person have? 

A. An individual usually acquires two sets of natural teeth during his 
lifetime, the primary, often called baby, deciduous, or first teeth, of 
which there are 20; and the secondary, or permanent teeth, of which 
are are usually 32. In some individuals, one or more of these teeth 
may be absent. 

2. QO. Why is it important to fill and keep the teeth of the fust set? 

A. Although some parents neglect the primary teeth because they know 
that they will fall out anyway, several good reasons may be cited to 
teach them that this is wrong. 

1. These teeth are needed in sound condition by the child for 
proper chewing of his food. 

2. Growth and development of the jaws and face are often ham- 
pered by too early loss of the primary teeth. For when one is 
lost too early, drifting of the teeth adjoining the space often 
results in irregularity in the arrangement of the succeeding per- 
manent teeth. 

3. QO. What are the advantages of going to the dentist at short regular in- 
tervals instead of going at random or even every two or three years? 

A. Short, regular intervals between dental visits give the dentist an 
Opportunity to discover new cavities at an early stage and to find 
other signs of beginning disease which if left untreated would do 
irreparable damage. Finding cavities when they are small permits 
filling to be quicker and less expensive than when large cavities 
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occur. Early dental treatment may prevent pain, serious complicat- 
tions, loss of teeth and disfiguration. 


. Isn't it easier for a dentist to ful a child’s tooth than an adult’s tooth? 
. The steps taken to fill a child’s tooth are essentially the same as 


those taken for an adult’s tooth. Generally speaking, primary or 
first teeth are really more difficult to fill because of the small size of 
the tooth and the closeness of the pulp (popularly called the nerve) 
to the outside surface of the tooth. In addition, the dentist is handi- 
capped by having a patient with a smaller mouth to work in, and 
a patient who is frequently incapable of keeping his tongue or body 
still for periods sufficiently long. 


. Is it true that a'broken-down fust tooth should noi be extracted? 
. A general rule to remember is—if the tooth cannot be properly 


treated and filled, it should be extracted. A healthy tooth is nature's 
space maintainer but an infected tooth is a menace to the individ- 
ual’s health—adult or child. 


. Which is better—tooth paste or tooth powder? 


The choice depends largely upon the individual’s taste. They are 
similiar but for the material added to the powder to convert it into 


a paste. 
Can one make his own tooth powder? 


. Yes, a good home made tooth powder can be made from one part 


of pulverized salt to three parts of baking soda. 


. Does it do any good to take calcium (in tablet form) for your teeth? 
. Perhaps, but one should not rely upon tablets for all the calcium 


needed: Acording to authorities, our best form of calcium is that 
which comes from the daily diet when this includes plenty of milk 
and vegetables. 


. Does chewing gum help or harm the teeth? 
. It is often said that chewing gum supplies needed exercise for teeth 


and jaws and provides healthful stimulation to the gums. There is 
no scientific evidence to support this statement, but there és evidence 
that the sugar in chewing gum does contribute to dental decay in 
susceptible individuals. 


Q. Does filling the primary (or fust) teeth weaken the permanent 


teeth? 


A. No. Care of the primary teeth cannot harm and invariably helps 


the permanent teeth. 

Should one have a child’s primary tooth removed when it appears 
as though there will not be room enough for its permanent successor 
to come through? 


. No, not as a rule, because the primary tooth is usually smaller than 


the tooth which succeeds it, and its presence tends to stimulate the 
jaw to grow, and thus make room for the permanent tooth. 








12. Q. 


13. Q. 
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Should anything be done to replace a front tooth for a child 2 years 
old who has lost it in an accident? Wouldn't something be necessary 
to hold the space open for the succeeding tooth? 


. Most dentists who serve children, and orthodontists, agree that 


there is seldom any closing of spaces in the front even though the 
primary teeth are lost prematurely. For the front segment of the 
jaw enlarges to provide room for the permanent teeth, whether or 
not all the primary teeth are present. 

Should one replace a primary molar tooth which has been lost 
several years too soon? 


A. Usually. The space is <pt to close considerably unless a space main- 


14. 


15. 
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tainer is used. To be sure, measurements should be taken by the 
dentist when the tooth is first lost and at regular intervals thereafter, 
to note if the space is becoming smaller. As soon as it is certain that 
the space is closing, a space maintainer should be inserted. 

What causes the black stain on children’s teeth? 


. Its presence is probably associated with some metabolic or physical 


change, and it occurs with healthy as well as with unhealthy chil- 
dren. It may appear shortly after it is polished off by the dentist and 
suddenly disappear again. 


Q. What should one do if the central incisor tooth of a child 8 years 


old is broken accidentally? 


A. The child should be taken at once to the dentist who will x-ray the 


16. Q. 


tooth and probably place some medicated cement over the sensitive 
part of the fractured tooth. Very frequently, if no protection is 
given to the tooth when it is broken, the pulp will die, and the tooth 
may then have to be removed. Sometimes it is only necessary for the 
dentist to smooth the rough edges of the break. But, if the fracture 
is a serious one, it may be necessary to make a band for the tooth, 
similar to the ones used when teeth are straightened, in order to 
protect the broken edge of the tooth from further injury. 

What should be done about a wide space between the central in- 
cisor teeth of an 8-9 year old child? 


A. First of all a dentist should be consulted. In some types of spacing 


17. Q. 


. No. For as a rule, when these teeth are in their proper position, 


18. Q. 


nothing need be done to bring the teeth together at this age, inas- 
much as eruption of the permanent teeth will usually push the 
central teeth together. 

Should something be done about the so-called “saw-edge” on the 
newly erupted incisor teeth? 


the pointed cusps begin to wear down as a child grows older, pro- 
ducing the normal smooth “edge” with which we are more familiar. 
Will natural sweets like honey, maple syrup, etc., contribute to tooth 
decay like refined sugar and candies? 
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. A research group at the School of Dentistry, University of Michigan, 


believes there is but little difference between natural sugars and 
refined sugars, as far as their effect on tooth decay is concerned. 
Will brushing the teeth immediately after eating sweets, prevent 
decay? 


A. No, although brushing the teeth is a commendable habit. Yet the 
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25. Q. 


. Not necessarily, for the second teeth are formed after the baby is 


26. Q. 
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most careful brushing cannot remove the sugar from the places 
where decay most frequently begins. 
Is not some sugar necessary for a balanced diet? 


. Yes. But reliable specialists in nutrition tell us that the diet of the 


average American is over-balanced with sweets. Consequently, the 
elimination of candy, sweets like jellies, frostings, and syrups, will 
help make possible a better balanced diet. 


Q. Why does a first permanent (sometimes called six year) molar 


tooth often have a cavity in it directly it appears in the mouth? 


. This is a defect common to 90% of all first permanent molars and 


is due to a fault of formation. Normally, the tooth crown grows 
from several different lobes, or points, and these lobes unite to form 
the completed crown of the tooth. Incomplete fusion, faulty union 
of these lobes where they touch each other, results in a deep crack 
or fissure. This is a genuine cavity which requires filling directly 
the tooth appears in the mouth. 


. Should children’s teeth ever be x-rayed? 
. Yes, children’s teeth should be x-rayed for the same reason as are 


adult’s teeth. In addition, x-rays for a child will show whether the 
permanent teeth are present, and in their proper position. 
What about thumb-sucking? 


. Most authorities, both dentists and child psychologists, agree that 


undesirable habits like this should be discouraged as soon as pos- 
sible. 
When should a child fust be taken to the dentist? 


. A child should pay his first visit to the dentist when all the 20 


primary teeth are present in the mouth, usually between 21 and 
3 years of age. Even though no cavities may be present at this time, 
it is wise to initiate a child into the routine of regular prophylaxis 
and examination, in order to prevent further trouble. 


If the primary (first) teeth decay rapidly, will the second ones be 
bad also? 


born, some of them beginning to grow in the jaws at the age of 1 
to 4 months. Thus, if the child has an adequate diet after birth, 
there is a good chance that these teeth will be well formed. 

What is a gum botl, and why does it occur? 
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28. Q. 
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. A gum boil is one sign of an abscessed tooth. When the tooth pulp 


dies as a result of injury or decay, it decomposes, bacteria are at- 
tracted and a gas forms. This forces its way out through the end of 
the root. The tooth abscesses and the bone around the end of the 
root becomes infected. Pus collects, and it works its way out through 
the bone, swelling out the gum which assumes the appearance of 
a boil. 


. At what age should a child start using a tooth brush? Should the 


parent use it for the child? 


. A child’s teeth should be brushed as soon as all the primary teeth 


have erupted, which is about 2 to 3 years of age. To be effective, 
the parent will have to do most of the child’s brushing for quite 
some time. It is a good idea to let the child join in the brushing. 
Thus he forms a habit of regular tooth brushing, while the parent 
is actually maintaining the oral cleanliness. 

W hat could be done to break the nail biting habit im a child 8 years 
old? 


A. A child should be cured of nail biting by moral suasion. It may 


help to have the nails manicured and polished regularly. Another 
method is to have false nails put on by the parent. These nails are 
tough, and cannot be bitten off. 


29. Q. How often should a child be brought to the dentist? 
A. It is impossible to set down a definite rule for the periods at which 
a child should visit his dentist, because, like adults, children vary in 
their mouth cleanliness and susceptibility to tooth decay. The 
average interval should not exceed six months, and a four month 
interval will be found safer. 
30. QO. What is the proper age at which to begin straightening the teeth? 
A. Treatment may be needed when a child is only three years old. The 
majority of children are best treated between the ages of 8 and 16. 
The best time must be decided by a competent orthodontist, who 
should be consulted as soon as any irregularities are noticed. 
31. QO. When do the primary teeth erupt? 
A. Chart. 
Respectfully submitted, 
FLORENCE B. HOPKINS, C. R. TAYLOR, 
State Department of Health, Michigan Department of Health, 
73 Tremont St., Boston, Mass. Lansing, Mich. 
WALTER J. PELTON, ALLEN O. GRUEBBEL, 
U. S. Public Health Service, State Board of Health, 
Washington, D. C. Jefferson City, Mo. 


ALFRED E. SEYLER, Chairman, 
14615 E. Jefferson Ave., Detroit, Mich. 








The American Dental Association Council on 
Dental Health 


(News Item) 


Members of the A.S.D.C. will be interested in the formation of the new 
Council on Dental Health of the American Dente! Association which held 
its first meeting in Chicago, October 3rd and 4th. The Council, consisting 
of nine members, was established by the House of Delegates at the St. Louis 
meeting of the Association. At this time the Administrative By-Laws were 
amended doing away with the Standing Committees on National Health 
Program and Public Health and Education and delegated the duties of these 
committees to the new Council on Dental Health. 

The members of the Council elected by the House of Delegates are as 
follows: Frank C. Cady, Lexington, Ky.; L. T. Hunt, Lincoln, Nebr.; Hugo 
M. Kulstad, Hollywood, Calif.; Leon R. Kramer, Topeka, Kan.; Leroy M. S. 
Miner, Boston, Mass.; Emory W. Morris, Battle Creek, Mich.; Harold W. 
Noyes, Chicago, Ill.; Leo J. Schoeny, New Orleans, La.; Walter A. Wilson, 
Jersey City, N. J. The Administrative By-Laws also provides that the 
Director of the Bureau of the Public Relations of the A.D.A. shall be a 
member ex-officio. 

At its organization meeting in Chicago on October 3rd the Council 
elected Emory W. Morris, Chairman, and Lon W. Morrey, Secretary. Howard 
C. Miller, Trustee of the A.D.A. from Chicago, and recently appointed 
Board of Trustees contact representative for the Council attended the 
meeting. 

To more effectively carry on its duties the Council set up two sub-com- 
mittees of four members each. One on Dental Health Programs and one 
on Dental Health Education. The Chairman of the Council appointed 
Leroy M. S. Miner a Vice Chairman to head the Committee on Dental Health 
Programs and Frank C. Cady a Vice Chairman to head the Committee on 
Dental Health Education. The Council also voted to have an Executive 
Committee consisting of the Chairman and Secretary of the Council and the 
two Vice Chairmen. 

Since one of the Council’s objectives is closer working relations with 
other A.D.A. Standing Committees a part of the first session was devoted 
to receiving reports from the Secretaries of the Committees on Economics, 
Legislation and the Council on Dental Education. Many items of common 
interest were found and discussed and plans were laid for closer cooperation. 

Other than routine business the projects receiving the most attention at 
this first meeting were as follows: 

1. Dental health program for the new high school “Victory Corps.” 

2. Public Dental Health Legislation. 

3. Dental Health Education for the dental practitioner. 

FRANK C. Capy. 
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